2014-12-01 17:16 Maryville Healthcare

8656819209 >> pt of Health-HCF P 18/23
PRINTED: 11/19/2014
FORW APPROVED
Division of Health Care Facililies
STATEMENT OF DEFICIENCIES £41) BROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND FLAN OF LORRECTION IDENTIFICATION NUNVBER: A BUILDING: COMPLETED
TNO504 8, WING _ 11/06/2014
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
i 1012 JAMESTOWN WAY
KINDRED NURSING AND REHABILITATION.MA MARYVILLE, TN 27803
(X4) 10 SUMMARY STATEMENT QF DEFICIENCIES I PROVIDER'S FLAN OF CORRECTION. (45}
PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS.REFERENCED TO THE ARPROPRIATE DATE

TAG REGULATORY OR LSG IDENTIFYING INFORMATION)

DEFICIENCY)

N 000! 1nitlal Com fnents

Alicensure survey and complaint investigation
#33853, #34930, #34345, and #342735, were
completed an November 3 - 6, 201 4, at Kindred
Nursing and Rehabilitation - Maryvitie. No
deficencies were cited under Chapter 1200-8-8,
Standards for Nursing Homes, '

N 000

Divicion of Health care Facijties

[X6) OATE .

1Y

LABORATS RECTOR'S OR P OVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE !{ /
“/RW Wt L0, ph 23
Fd

STATE FORM . f

50 OBROM If continuation sheet 1 of 1



